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Injury

GOAL

Reduce injuries, disabilities, and deaths due to

unintentional injuries, suicide, and violence.

OVERVIEW
ost people at some point in their lives will sustain a significant injury. For Maine people under the

age of 58, deaths from injuries far surpass all other causes of death and are responsible for more

productive years of life lost than any other cause. Even though death rates due to chronic diseases in Maine

people over age 57 surpass those due to injuries, injury death rates are higher in this age group than among

younger people. In fact, injury is the third leading cause of death for all Maine people age 85 and younger.  

In addition to deaths and lifelong pain and suffering, the economic costs from serious injuries are high.

Injuries represent the second leading cause of direct medical costs among civilian non-institutionalized

individuals. It has been estimated that the average cost of an injury hospitalization in Maine from 1995–1997

was about $20,600, for a total cost of $231 million a year. Nationwide, one-third of all hospitalizations are

due to injury.

Despite the enormous impact of injuries, there is a basic misconception that many are the result of

unpreventable “accidents.” In fact, most injuries are predictable and preventable. In Maine, as well

as across the country, we face challenges in building data systems to track and evaluate the impact

of injuries, as well as increasing public understanding of injury risk factors and effective prevention

practices.

Although each type of injury requires its own set of prevention initiatives, often effective interventions act

synergistically. For instance, those interventions that reduce alcohol abuse also reduce the risk of injury due

to motor vehicle crashes, drownings, falls, and intentional injuries. Interventions that identify and assist

those individuals who are threatening violence to themselves may also protect the safety of others.

Effective injury prevention initiatives have the potential to affect all of us. For instance, if every vehicle

occupant were properly restrained; if every vehicle driver, including snowmobile drivers, were sober; if
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every vehicle driver drove at or below the speed limit; if every child had a safe area in which to play;

if every home had a working smoke alarm on every level and sleeping area; if every senior had a home with

a low risk of falls; if no home had an unlocked and loaded gun; if every home and school were safe from

abuse, all of us would live significantly longer and healthier lives.

Strategies
Primary and Secondary prevention strategies to reduce injuries are focused on the three E’s: Environment,
Education, and Enforcement.

Policies that Prevent the Risk for Injury: Laws requiring vehicle restraints; driving, speed, and alcohol
laws; firearm safety laws (such as requiring trigger locks); smoke detector requirements and safety codes for
buildings; home fire escape plans; and enforcement of anti-harassment and bullying prevention policies are
some examples. 

Initiatives that Prevent the Risk for Injuries: Home safety programs for the elderly to reduce falls;
firearm safety courses; playground safety measures; violence prevention initiatives that raise awareness of
violence and abuse; child safety and booster seat checks and seat procurement programs; and media cam-
paigns that raise awareness and educate people about ways to prevent injury (such as changing batteries in
smoke detectors, and the importance of having child safety seats checked) are some examples.

Policies that Reduce the Risk for Injuries: Some examples include school-based crisis response plans
and protocols, routine emergency department screening of injured persons for risk of self-inflicted injuries
or assault, graduated drivers’ licenses, health care provider forms that ask all patients risk for abuse
questions, and enforcement of motor vehicle speeding laws.

Initiatives that Reduce the Risk for Injuries: Interventions that make smoke detectors more available for
low income people, the elderly, residents of mobile homes, and other high-risk homes; violence prevention
initiatives that give information and education to those at risk for violence – those who have a history of
relationship abuse, adolescents, substance abusers and their families; initiatives that make trigger locks more
available to families with children; driver education for new drivers; conflict management, anti-bullying, and
other safe school programs; and substance abuse prevention and treatment programs are some examples. 

Policies that Reduce the Burden of Injuries: Criminal justice laws regarding child abuse, domestic
violence, sexual assault, homicide, motor vehicle crashes related to substance abuse, and stalking
are examples.

Initiatives that Reduce the Burden of Injuries: Help lines and treatment programs, including post-trauma
treatment for those who are the victims of domestic violence, sexual assault, child abuse, or self-inflicted
injuries are examples.
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Health Disparities
(Populations at risk for injury, based on national data in Healthy People 2010)

• Children, Teens, and Young Adults (higher death rates from motor vehicle crashes,
suicide, and house fires; higher risk of injury from falls and fires; at risk for physical,
sexual, and emotional abuse)

• Elders (higher risk for death from house fires, falls, and
suicides; at risk for physical and emotional abuse)

• People with Disabilities (higher risk for physical, sexual,
and emotional abuse; higher risk for death from house fires)

• Females (higher rates of reported victimization from abuse
and domestic violence; higher rates of non-fatal, self-
inflicted injuries) 

• Males (higher death rates from injury)

• African Americans (higher death rates from unintentional
injury, drowning; higher rates of homicide victimization;
steepest increase in youth suicide rates)

• Hispanics (higher rates of homicide victimization)

• Native Americans (disproportionately higher death rates from motor vehicle crashes, residential
fires, and drowning; higher overall death rates due to injury; children at higher risk for home
fire deaths)

• Sexual Minorities (higher risk for injury victimization and self-inflicted injuries)

• Low Socioeconomic Status (higher risk for injury and violence; adolescents from families with
lower income at higher risk for physical assault)
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Injury

Objectives
• 15–10, 15–11 (Developmental) Create a comprehensive injury surveillance system that

routinely collects, interprets, analyzes, and disseminates injury, suicide, and violence data.

Improved data collection, analysis, and dissemination is needed to monitor the leading causes of injury
and to allow informed decisions about focusing limited resources. While injury mortality data are easily
available, for every death there are an estimated 25–30 injuries serious enough to require hospitalizations
and about 600 other injuries that receive medical attention on an outpatient basis. The accessibility and
quality of these morbidity data have not been reliable, but due to improvements in coding they are
becoming more useful. Collecting and conducting analysis of injury data are time- and resource-
consuming, but are necessary if effective initiatives are to be implemented.

FIREARMS
The United States has by far the highest rate of gun violence of any developed country, including the highest
rate of lethal childhood gun violence. The large increase in homicides seen nationally between 1979 and
1993 resulted solely from the increase in firearm-related homicides. For each of the approximately 33,000
Americans killed by a firearm, two more were treated for nonfatal gunshot wounds in a hospital’s emergency
department. Safe gun storage is a major strategy to reduce injury resulting from these powerful weapons.
Approximately one in five Americans live in homes with an unlocked and loaded firearm; placing family
members and visitors at risk for unintentional or intentional injury from these guns. 

Firearms pose different risks for different age groups. For instance, young children have the strength to fire a
gun, but lack the knowledge that guns are not child’s play. A 1991 General Accounting Office study found
that childproof safety devices could have prevented all cases of unintentional firearm injuries to children
under six. Elevated suicide rates among adolescents are often attributable to easy access to firearms. For any
age, a gun in the home is 18 times more likely to be involved in the death of a member of the household
rather than a stranger.

In Maine, the rate of suicide by firearms is higher than firearm homicides, and more than half (60%) of all
suicides are committed with a firearm. Maine’s death rate due to firearm suicide is higher than the national
rate and the second highest in New England.

• 15–4 Increase the proportion of firearms
stored safely in homes – unloaded and
locked.

Firearms Stored Safely
Healthy Maine 2010 Baseline: 70.8%
Healthy Maine 2010 Target: 80%

Objective numbers are Healthy People 2010 objective numbers.
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70.8%

29.2%

Proportion Of Maine Firearms Stored Safely
Proportion Of Maine Firearms NOT Stored Safely

2000

Note: Stored safely means either stored unloaded with external lock, 
unloaded in a safe storage box, or broken down.

20.0%

Healthy Maine
2010 Target

Firearm Safety
Maine 2000

80.0%

Source: Maine Department of Human Services, Bureau of Health, 
Behavior Risk Factor Surveillance System.



SMOKE ALARMS
An average of 17 Maine people die every year in fires, and several dozen are hospitalized because of fire-
related injuries. Elders and children are disproportionately affected by fires – they are less likely to be able
to escape and they are more susceptible to severe injuries from fires. In fact, for Maine children ages one
through five, fires are the second leading cause of death. Nationally, young children have a death rate from
fire more than twice the fire death rate for all ages.

Functioning smoke alarms are critical to preventing fire-related injuries and death. Two-thirds of all fire-
related deaths and injuries among young children under age five occur in homes without functioning smoke
alarms. If a fire occurs in a home with functioning smoke alarms on every level and in every sleeping area,
the warning provided for people to escape means they are twice as likely to survive than if there were no
smoke alarm.

• 15–26 Increase the proportion of
homes with working smoke alarms.

Homes With Working Smoke Alarms
Healthy Maine 2010 Baseline: 93.2%
Healthy Maine 2010 Target: 100%

The last time this question was asked for BRFSS
was in 1992 when 93.2% of adults reported hav-
ing a working smoke detector in the building.
BRFSS plans on asking this question again in
2004 and possibly in later years.
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Homes With Working Smoke Alarms
Maine 1992

93.2%

6.8%

Proportion Of Maine Homes With Working Smoke Alarms

Proportion Of Maine Homes Without A Working Smoke Alarm

1992 Healthy Maine
2010 Target 

Source: Maine Department of Human Services, Bureau of Health,
Behavior Risk Factor Surveillance System.

100%
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Unintentional Injuries
Unintentional injuries are those not expected or intended to take place, also known as “accidents.” They

account for two-thirds of all injury deaths. The most common unintentional injuries are: motor vehicle

crashes, drownings, unintentional poisonings, falls, fires, and suffocation.

• 15–14 Reduce nonfatal
unintentional injuries.

Healthy Maine 2010 Baseline: 682.6
Healthy Maine 2010 Target: 615.0

This objective is developmental
on the Federal level.
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Nonfatal Unintentional Injury Hospitalizations By Gender
Maine 1990–2000
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Maine FemaleAll Maine Male 

682.6

631.5

731.1

615.0

Source: Maine Department of Human Services, Bureau of Health, Office of Data, Research, 
and Vital Statistics; Maine Hospital Discharge Data Set, Maine Health Data Organization. 

Nonfatal Unintentional Injury Hospitalizations
Leading Causes For Maine Residents Age 10–24 Years

1991–2000

Motor Vehicle
2,780  (33%)

Falls
1,758  (20%)Struck By/Against

893  (10%)

Other Transport
(ATV & Snowmobiles)

633  (8%)

Poisoning  436  (5%)

Other Specified  405  (5%)

All Other Methods
1484  (17%)

Unspecified  186  (2%)



• 15–13 Reduce deaths
caused by unintentional
injury.

Healthy Maine 2010 Baseline: 31.7
Healthy Maine 2010 Target: 27.0
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Unintentional Injury Deaths
Leading Causes For Maine Residents Of All Ages

1991–2000

Other Specified 
& Unspecified 
480  (12%)

Motor Vehicle
1,768  (45%)

2000 data is preliminary.
Source: Maine Department of Human Services, Bureau of Health,
Office of Data, Research, and Vital Statistics.

All Other Methods
568  (14%)

Drowning/Submersion
198  (5%)

Suffocation
239  (6%)

Poisoning
252  (6%)

Falls
489  (12%)

Unintentional Injury Deaths
10-Year Rates By Age And Gender

Maine 1991–2000*
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All Maine Males Maine Females

Unintentional Injury Deaths By Gender
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MOTOR VEHICLE CRASHES
On average, one person dies about every two days on Maine highways from motor vehicle crashes (170–200
people per year, with an average of 186). Motor vehicle crashes are among the three most common causes of
hospitalization due to injury for all ages above four years old, resulting in about 1,400 hospitalizations per
year of Maine residents. Nationally, about 24,000 die prematurely from motor vehicle crashes.

In Maine, over one-quarter (27%) of motor vehicle-related deaths are linked to alcohol, which is down from
over half (60%) only 20 years ago. Motor vehicle crashes are the leading cause of death in the US for people
ages 1–29 years. Death rates are especially high for those ages 16–24 years and over 75 years. Death rates
per mile traveled are 16 times higher for motorcycles than for cars. Most bicyclist deaths are associated
with crashes involving motor vehicles with resulting head injuries.

Effective strategies to reduce injuries and deaths from motor vehicle crashes include implementing and
enforcing safety restraint laws such as those requiring the use of seat belts, booster seats or child safety
seats; allowing primary enforcement of seat belt laws (Maine only allows secondary enforcement); enforcing
speed and drunk driving laws; requiring graduated licenses (Maine law includes some aspects of graduated
licensing); and mandating the wearing of motorcycle and bicycle helmets.

• 15–17 Reduce nonfatal injuries caused
by motor vehicle crashes.

Healthy Maine 2010 Baseline: 90.8
Healthy Maine 2010 Target: 82

Injury
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Motor Vehicle Crash Injury Hospitalizations
Maine 1990–2000  
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• 15–15 Reduce deaths caused
by motor vehicle crashes.

Healthy Maine 2010 Baseline: 13.2
Healthy Maine 2010 Target: 10.6

Deaths Due To Motor Vehicle Crashes
10-Year Totals By Age And Gender

Maine, 1991–*2000
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*Indicates preliminary data.

Deaths Due To Motor Vehicle Crashes
Maine 1990–2000
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VEHICLE RESTRAINTS
The most effective way to reduce one’s risk of death or serious injury from a motor vehicle crash is to prop-
erly restrain oneself in a seat and shoulder belt (if taller than about 4'9" or over 80 pounds) or in a booster or
car seat (if shorter than 4'9" or under 80 pounds). About 80% of Maine adults use seat belts. Safety restraint
laws and proper enforcement of them have been shown to be very effective in reducing injury and death
from motor vehicle crashes. In fact, the only age for which motor vehicle crashes are not among the most
common causes of hospitalization and death in Maine is under age four – the ages for which safety seats are
legally required and for which there is primary enforcement of safety restraints in Maine.

Although an estimated 87% of Maine children under four are placed in a child car safety seat, it is estimated
that close to 100% of them are not properly restrained; i.e., the safety seats are not properly installed or the
child is not properly placed in them. The availability of safety seat checks in many more communities in
Maine will aid in addressing this problem.

Booster seat usage is much less, about 8% of children ages 4–8 according to Maine data. Usage should
increase, however, as the result of the 2002 passage of a bill requiring their use for children 40–80 pounds
starting in January 2003. Because lap and shoulder belts are made for an average body of 5'10" and 165
pounds, a child under 80 pounds or less than about 4'9" (generally ages 4–8) is too small for the adult lap
and shoulder belts, and often will sustain serious head, neck, or abdominal injuries in car crashes. With
increased booster seat use, the vast majority of the 23 Maine children in this age group who sustain serious
injuries and the two who are killed each year should be saved from these fates.

PAG E 110

HIGHLIGHTS OF MAINE’S PASSENGER SAFETY LAWS (As of 1/1/03)

All people riding in a vehicle must be properly restrained. Enforcement is
primary for those under 18 years of age and secondary for those over 18.
Secondary enforcement means that generally, the vehicle can only be pulled
over if another violation appears to exist.

Children less than 18 years of age but more than 8 years of age or taller than
4'7" must be properly secured in a seat belt, unless they are required to be in
a federally approved child restraint system such as a booster seat.

Children less than 12 years of age and under 100 pounds must sit in the
rear seat when possible.

Children less than 8 years of age and under 80 pounds but over 40 pounds
must be restrained in a federally approved child restraint system such as a
booster seat.

Children under 40 pounds must be restrained in a child safety seat. 

People and dogs riding in the back of trucks must be restrained.



• 15–19 Increase the use of
safety belts.

Healthy Maine 2010 Baseline: 79.5%
Healthy Maine 2010 Target: 92%

• 15–20 Increase the use of
child restraints.

Healthy Maine 2010 Baseline: 87%
Healthy Maine 2010 Target: 100%

In future years, it is hoped that this objective will be
routinely measured for children from birth to eight
years of age.

Adults Using Safety Belts
Maine 1990–2000
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Maine Children (0–4 Years Of Age) Who Are
Restrained In A Child Passenger Seat
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GRADUATED DRIVER’S LICENSE

Motor vehicle crashes kill more teenagers than any other cause in Maine
and across the country. New teen drivers in Maine are four times more likely
to die in a crash than adults. Young drivers comprise 12.5% of all drivers, but
suffer 25% of all fatalities and 30% of all injuries.

One initiative that has worked to reduce these grim statistics is the imple-
mentation of a Graduated Driver’s License (GDL) for youth drivers. For
instance, Michigan and North Carolina saw declines of 25% and 27% respec-
tively in motor vehicle crashes involving 16-year-old drivers from 1996 to
1999 after a GDL was implemented in 1997. North Carolina saw a 57%
decline in fatal crashes during the same time period.  

Thirty-seven states have now implemented a three-tier GDL. Maine imple-
mented a modified version of a GDL in 1998 and includes the following in its
three-tiered approach:

• Instruction Permit: An instruction permit is issued to a person 15 years
of age or older and who has completed a driver education course (if
under 18 years). The permit is valid for 18 months.

• Provisional License: The first license issued to a new applicant under
21 years of age is provisional for two years.

• If convicted of a moving violation with a provisional license,
the license will be suspended for 60 days. Second and third
offenses carry more severe penalties.

• If the licensee is less than 18 years, the driver is prohibited
from carrying passengers other than immediate family mem-
bers for a period of 90 days, unless accompanied by another
licensed driver who is at least 20 years of age and has held a
valid license for the past 2 years.  

• All drivers under the age of 21 years with any blood alcohol
level will have their license revoked for one year, and an
additional 6 months if there are any passengers under the
age of 21.

• Regular Driver’s License: A driver can be issued a regular driver’s
license if he or she is under 21 years of age and has had a provisional
license for a period of 2 years.

Some states also require that drivers with the provisional license who are
under 18 be supervised by a licensed adult age 21 or older when driving
between 10 PM and 5 AM. Some new studies also suggest it may be safer
for all drivers under age 18 to not be allowed to carry other youth for an
extended period of time.
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FALLS
Nearly 5000 Maine people every year are hospitalized as a result of a fall. Almost three-quarters of these
hospitalizations occur among people over the age of 65. Falls are the leading cause of injury deaths and one
of the leading causes of hospitalizations for people over age 65 in Maine, as well as across the country.
Between 1994 and 1998, 169 Maine people over the age of 65 died as a direct result of a fall. Hip fractures
are the most common serious injury as a result of falls in this group. The impact of these injuries on the
quality of life of our seniors is enormous.

There are many factors that are modifiable that contribute to falls among people over 65. Among them are:
difficulties in gait and balance, neurological and musculoskeletal disabilities, use of psychoactive medica-
tions, visual impairment, slippery surfaces, uneven floors, poor lighting, loose rugs, unstable furniture,
unstable grab bars in bathrooms, and objects on the floor. With regular exercise, including those to improve
balance, as well as some simple home improvements, many of these devastating falls can be prevented.

Falls are also the leading cause of injury hospitalization for children and teens. These types of falls include
falling from playground equipment, trees, and stairs. Although injuries from playground falls are often pre-
ventable by making sure the playground surface is safe, many are still found on grass or dirt surfaces rather
than wood chip and other safer surfaces.

• Reduce hospitalizations
from falls.

Healthy Maine 2010 Baseline: 406.8
Healthy Maine 2010 Target: 366

Fall Injury Hospitalizations
Non-Fatal Unintentional By Age And Gender

10-Year Totals 
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Fall Injury Hospitalizations
Nonfatal Unintentional By Gender

Maine 1990–2000 
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• 15–27 Reduce deaths
from falls.

Healthy Maine 2010 Baseline: 5.0
Healthy Maine 2010 Target: 4.0

Deaths Due To Falls By Gender
Maine 1990–2000
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*Indicates preliminary data.
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Deaths Due To Falls
Older Adults Aged 65–84 And 85+

Maine And US 1999
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Intentional Injuries
Intentional injuries are those that result from purposeful human action intended to cause harm directed to

self or others. They account for one-third of all injury deaths. The most common intentional injuries are: sui-

cide, homicide, self-injurious behavior, and assault such as physical and sexual assault, domestic violence,

and bullying.

• 15–37 Reduce physical
assaults.

Healthy Maine 2010 Baseline: 11.7
Healthy Maine 2010 Target: 9.9

Assault Injury Hospitalizations
Nonfatal Intentional By Gender
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Nonfatal Intentional Assault Injury
Hospitalizations Leading Methods For 

Maine Residents Of All Ages
1991–2000

Struck By/Against
632  (52%)

Other Specified & Unspecified 
253  (21%)

All Other Methods  18  (1%)
Rape  13  (1%)

Firearm  37  (3%)

Cut/Pierce  126  (10%)

Child Battering/Maltreatment
152  (12%)
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DOMESTIC VIOLENCE
Physical and sexual assault, in the forms of domestic violence, child abuse, elder abuse, sexual assault, and
sexual abuse pose serious public health and safety threats throughout our society. We all are affected to some
degree by these violent behaviors, since no one is completely protected from them.

About one million children every
year are reported in the US to be
victims of maltreatment. Based on
data from 39 states of reported child
abuse, about 75% of the perpetra-
tors are the victim’s parents. Most
of the remainder are either relatives
or caregivers.

The effects of child abuse can last a
lifetime, so implementing effective
prevention and treatment strategies
are critical. Some long-term studies
on home visitation programs for
families at risk have shown potential
for preventing child abuse and neg-
lect. Since 1996, Maine has funded
and recently expanded these types
of programs.

Sexual assault is one of the most under-reported crimes, especially among children. Only about 15% of sex-
ual assault victims report the crime to the police. Nationally, surveys show that one in four girls and one in
seven boys will be sexually victimized before their 18th birthday; and one in three women and one in five
men will be sexually victimized in their lifetime.

In 1985, violence occurred among at least 16% of US heterosexual couples. Recently, there has been
increased recognition of physical and sexual violence during pregnancy. Research shows that up to about
20% of women during pregnancy experience intimate partner violence. Additionally, there has been
increased recognition of teen intimate partner violence.

Males who are physically violent toward their partners are more likely to be sexually violent toward them
and are more likely to use violence toward children. The perpetration of intimate partner violence is most
common in adults, who as children witnessed intimate partner violence or became the targets of violence
from their caregivers.

The consequences of sexual and physical assault are long-range, and include suicide and other forms of self-
inflicted injury, substance abuse, delinquency, violent behavior, and health problems such as phobias and
eating disorders.

There has also been increased awareness of elder abuse, abuse of those who are disabled, are a sexual
minority, or a racial or ethnic minority. It is hoped that our abilities to measure abuse of these populations
will improve.

Types Of Child Maltreatment Reported Nationally
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Approaches to reducing domestic violence, child abuse, elder abuse, and sexual assault need to be multi-
faceted, including improving reporting of these crimes, enforcement of laws against perpetrators (especially
since recidivism is so common), treatment of victims, prevention strategies aimed at those at risk and the
general population. However, because of the perceived private nature of physical and sexual assault, this
important public health and safety problem is difficult to study. Consequently, we have much to learn about
effective strategies to prevent domestic violence, and treat victims and perpetrators.

• 15–34 Reduce the rate of physical assault by current or former intimate partners.

• 15–33 Reduce child abuse
and neglect.

Healthy Maine 2010 Baseline: 2310
Healthy Maine 2010 Target: 2080

Maine's Domestic Assaults With Physical Injuries 1996–2000

Baseline Healthy Maine
1996 1997 1998 1999 2000 2010 Target

Rate/ Rate/ Rate/ Rate/ Rate/ Rate/
Number 1,000 Number 1,000 Number 1,000 Number 1,000 Number 1,000 Number 1,000

Total Assaults 3,914 3.15 4,222 3.39 3,855 3.09 3,986 3.18 4,486 3.52 3,469 2.78

Male Assaults on Females 2,550 4.47 2,690 2.16 2,338 1.87 2,336 1.86 2,656 2.08 2,104 1.68

Female Assaults on Males 411 0.33 463 0.37 441 0.35 505 0.40 535 0.42 397 0.32

Parent Assaults on Child 266 0.21 298 0.24 230 0.18 261 0.21 341 0.27 207 0.16

Child Assault on Parent 251 0.20 269 0.22 213 0.17 224 0.18 310 0.24 192 0.15

All Other Familial Assaults 436 0.35 502 0.40 633 0.51 660 0.53 644 0.51 570 0.46

Source: Maine Department of Public Safety, Developed by Bureau of Health Staff.

Rates based on Maine population for all ages.

Substantiated Child Abuse And Neglect Cases
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• 15–35 Reduce the annual rate of rape or attempted rape.

15–35a Maine reported rape
and attempted rapes
1996–2000.

Total Rapes
Healthy Maine 2010 Baseline: 229
Healthy Maine 2010 Target: 195

Forcible Rapes
Healthy Maine 2010 Baseline: 208
Healthy Maine 2010 Target: 177

Attempted Rapes
Healthy Maine 2010 Baseline: 21
Healthy Maine 2010 Target: 18

BULLYING/HARASSMENT IN SCHOOLS
Although the roots of violence are multifaceted, exposure to violence is a common precursor to violent
behavior. Exposure to violence happens in many settings – through the media, home life, and school life.
Therefore, strategies to reduce exposure must involve many settings. However, since most children spend
most of their waking hours in schools, this is a particularly critical setting. 

Recent Youth Risk Behavior Surveys of Maine high school students show a significant exposure to violence.
Forty percent (40%) of male and 24% of female youth report being in a physical fight within the past year.
Additionally, 22% of students report carrying a weapon, and 7% report carrying a gun at least once during
the previous month. During the 1998–1999 school year, Maine schools reported 650 personal and weapons-
related offenses that were serious enough to remove a child from school.

Reported Rape And Attempted Rapes 1996–2000

Baseline Healthy Maine
1996 1997 1998 1999 2000 2010 Target

Rate/ Rate/ Rate/ Rate/ Rate/ Rate/
Number 1,000 Number 1,000 Number 1,000 Number 1,000 Number 1,000 Number 1,000

Total Rapes 266 0.21 254 0.20 229 0.18 273 0.22 318 0.25 195 0.15

Forcible Rapes 238 0.19 234 0.19 208 0.17 245 0.20 291 0.23 177 0.14

Attempted Rapes 28 0.02 20 0.02 21 0.02 28 0.02 27 0.02 18 0.02

Source: Maine Department of Public Safety, Developed by Bureau of Health Staff.
Rates based on Maine population for all ages.
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• 15–38 Reduce physical fighting
among adolescents.

Healthy Maine 2010 Baseline: 31%
Healthy Maine 2010 Target: 28%

Number Of Students Removed From School For Personal Offenses

Academic Year Elementary Middle School High School

Personal Weapon Other Personal Weapon Other Personal Weapon Other
Offenses Related Criminal Acts Offenses Related Criminal Acts Offenses Related Criminal Acts

1998–1999 47 18 6 227 33 17 276 49 13

1999–2000 228 16 11 125 79 14 209 74 34

Source: Maine Safe and Drug-Free School Survey, Developed by Bureau of Health Staff.

Proportion Of Students Who Took Part In A Physical Fight
Within The Last 12 Months
Maine And US 1993–2001
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1998–2000

550

61

201

158

130

561

107

180

152

122

1998/99 1999/2000

Source: Safe and Drug-Free School Data.

Maine Students Suspended Or
Expelled For A Personal Offense

For Assault & Battery

For Fighting

For Threats/Intimidation

For Harassment

Healthy Maine 2010: Longer And Healthier Lives



PAG E 120

Injury

SUICIDE
About 50% more people die from homicide
than suicide nationwide, although in Maine
there is a much higher proportion of people
dying from suicide than homicide. There are
about 170 suicides annually in Maine – on aver-
age one person every two days – although avail-
able statistics are probably underestimated
because of the stigma associated with taking
one’s own life. Six out of ten Maine suicides are
completed with a firearm. It is not known exact-
ly how many suicide attempts there are in
Maine very year, but we do know that there are
about 900 hospitalizations every year for self-
inflicted injuries and about 1,200 emergency

medical services responses to suicidal individu-
als every year. Hospitalization rates are highest
among adolescents and young adults.

Suicide rates are the highest among those over
age 65 both in Maine and the nation, and even
higher among those over age 80. Depression
(which tends to be underdiagnosed and under-
treated), social isolation, and chronic physical
illness are all factors associated with suicide in
the elderly.

Suicide is the second leading cause of death
among Maine people ages 15–34 – only motor
vehicle crashes take more teen and young adult
lives than suicide in Maine. Our youth suicide

rates have consistently been higher than the national average, though both State and national rates have
fallen in the past several years. There is no typical profile of a suicidal youth; suicide is the usually the result
of a complex set of circumstances. Risk factors for suicide among youth include: history of prior suicide
attempts, depression, conduct disorder, substance abuse, social isolation, sexual minority status, and history
of physical or sexual abuse.  

Nationally, 90% of those adults who complete suicide have a diagnosed mental illness. Clearly, early
identification and treatment of mental illness are strategies to effectively reduce suicide (see Mental
Health chapter).

Injury Deaths By Intent
Maine 1995 To 1999
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Firearm Deaths By Intent
Maine 1990 To 1999
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• 18–2 Reduce suicide
attempts.

Healthy Maine 2010 Baseline: 69.2
Healthy Maine 2010 Target: 62.3

This objective is measured in Maine
by self-inflicted injury hospitalization
rates. Not all suicide attempts result
in a hospitalization, and not all self-
inflicted injuries are necessarily a
suicide attempt.
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2%

1%
1%
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Poison Cut/Pierce Firearm Burn Hanging

All Other Methods

Source: Maine Department of Human Services, Bureau of Health,
Office of Data, Research, and Vital Statistics Statistics, 
Maine Hospital Discharge Record File, Maine Health Data Organization.

Self-Inflicted Injury Hospitalizations
Leading Methods For Maine Residents Of All Ages

1991–2000 
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Self-Inflicted Injury Hospitalizations By Gender
Maine 1990–2000
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• 18–1 Reduce the suicide rate.

Healthy Maine 2010 Baseline: 13.0
Healthy Maine 2010 Target: 12.7

Suicide Deaths By Age And Gender
10-Year Rates Per 100,000 Population

Maine 1991–2000 And US 1990–1999*
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Suicide Deaths
Leading Methods Used By Maine Residents Of All Ages

1991–2000*

Source: Maine Department of Human Services, Bureau of Health, Office of Data, Research, and Vital Statistics.
*Indicates preliminary data.

Firearm
938  (59%)

Poison  281  (18%)

Hanging Suffocation
248  (16%)

Drowning  46  (3%)
Falling/Jumping  21  (1%)
All Other Methods 48  (3%)

Maine Suicide Deaths By Gender 10-Year Averages
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HOMICIDE
Although Maine’s homicide rate averages much lower than the national rate, we still have a rate that is many
times higher than most developed countries such as Canada and European countries. In addition, about half
of all homicides in Maine are related to domestic violence. About 85% of women across the US who are
murdered, are murdered by someone they knew.

Nationally, homicide is the second leading cause of death for young persons
aged 15 to 24, and the leading cause of death for African Americans in this
age group. Homicide rates are dropping among all groups, but the decreases
are not as dramatic among youth, who already exhibit the highest rates. The
national homicide rates among males aged 15 to 24 years are 10 times higher
than in Canada, 15 times higher than in Australia, and 28 times higher than in
France or Germany.

• 15–32 Reduce homicides.

Healthy Maine 2010 Baseline: 2.2
Healthy Maine 2010 Target: Slight
decrease in homicide rate

Homicide Deaths By Gender
Maine 1990–2000

US 1990–1999
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Homicide Deaths By Age
Maine 1991–2000

US 1990–1999
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Homicides
Leading Methods Of Assault

Maine 1991–2000

Source: Maine Department of Human Services, Bureau of Health, Office of Data, Research, and Vital Statistics.
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